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Expenses on Books or Federal Tax Return Not on Cost Report - lines 234 8 235 - itemize each expense
reflected in thebooksorfederal !ax returnandincluded in the cost report. These expenses should 
be recorded in the appropriate column under books and/or federal tax return as an offset to the total 
expense in that column Use an additional schedule if necessary to list expenses. 

Expenses on Cost Report Not on Books or Federal Tax Return - Lines 237 & 238 - Itemize the expense
reflected in !he cost report butnot in the total from the books or tax return. These items should be offset 
to the total expense in Column 3 - Cost Repon Use an additional schedule if necessary. 

Totals - line 240 -The differences between the totals per lines231 (books),232 (federaltax return) and 233 
(costreport)less the negative adjustments in lines 234 - 238 in each of the threecolumnsshallbe 
entered on line 240. The adjusted totals per the books federal tax return and cost report shall agree
after the applicable offsets :a :he total expenses reported. 

Nursing Facilities Attached to Hospitals: A nursing facility that is attached or associated with a hospital 
and shares expendituresshall submit the cost report (MS-2004). census sheets (AU-3902). and the 
following Medicare schedules: W/S A, A-6, A-8, B Part I and B-1. Also indude the working vial balance 
that includes both the hospital and the long-term unit. 

A 'stepdown process' will be run using the statistical information from W/S 8-1 and the net expenses
for cost allocation from Column 0 on W/S B Pan 1.  This will provide the indirect long-term care unit 
costs eased on the long term care cost to net expense ratio, each department cost will be allocated 
to the appropriate line of the cost report The total Cast reported on the cost report should equal the 
long-term care total Column 25. on W / S  B Part 1. 

Working Trial Balance: The working trial balance should reflect how the costs on the books are reported 
on the NursingFacilityFinancialandStatistical Report This detailedreconciliationalsoapplies to 
providers who use a differentfiscal year end forIRS but are reporting on the required calendar year end, 
beginning in 1991 for Medicaid rate setting purposes. 

schedule C - STATEMENT OF OWNERS AND RELATED PARTIES 

General: List a l l  owners of the provider entity with 5% or more ownership interest and all related parties
(KAR33-10-24). fill out Schedule C completely and accurately. Attach an additional schedule if more 
explanation or space is needed. Providers shall base all allocations on reasonable factual information 
and make the information available on request Such informationshallincludedetails of dates, hours 
worked, nature of work performed how it relates to resident care and the prevailing wage rates forsuch 
activities 

ENTER - Name, Social security Number and Address 

Column (1)- % of ownership (if applicable) or state the relationship to owner 

Column (2)- % of :;me devoted to this facility per customary workweek 

-	 Column (3) - Total salaries. drawings consulting fees, and other payments to owners and related parties 
as defined in KAR 30-1 0-1a and KAR 30-1 0-24. 
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Column (4) - List the titles functions or descriptions of the Jobs performed or transactions made with a l l  
owners and related parties The job titles should correspond with those Included In :he Owner/Related 
Fatty salary Chart prepared by SRS (please refer to KAR 30-10-24). 

Column (5) - Enter the distribution by cost report line item of the total compensation incurred for all Job 
functions owner/related pa* compensation shall be reported on the owner compensation expense
line (107, 129.143. 165, 172 and 202) in Schedule A 

Totals - The total compensation in Column 3 and Column 5 should agree. These two totals should also 
agree with the total of lines 107, 128.143, 1'5, 172 and 202 Schedule A 

SCHEDULE D - STATEMENT RELATED TO INTEREST ON ALL 
BONDS, LOANS, NOTES,AND MORTGAGES PAYABLE 

Note: Please submit copies of loan agreements and amomtion schedules with this cost repon for a l l  
loans of 35.000or more. Failure to document interest expense is cause for disallowance. (KAR30-10
15b). schedules need to be submitted for related party loans showing the interest paid, check numbers ' 

and dates. 

Column (7)  - Enter the original date and duration of the loan in months. 

Column (2) - Enter the interest rate. If it is a variable rate. provide the range of the interest rates for the 
cost report period. 

Column (3) - Enter the amount of the loan. 

Column (4) - Enter the unpaid principal balance at the end of the cast report period The total of Column 
4, tine 311, must agree with the Balance Sheet, Schedule E. 

Column (5) - Enter the total amount of interest and principal payments made during the cost report year. 

Column (6) - enter the total amount of interest incarred during the cast report year. The total of Column 
6.tine 311 must agree with the total interest reported on Schedule A. tines 115 and 191. 

tines 301 - 306 - Enter each lender's name, address and the itemsfinanced. place a check In the 
appropriate box for interest expense reponed on line 115 or line 191 of Schedule A If  interest expense 
on a loan is pro-rated to both lines, show the breakdown. 

tine 37 1 - Enter the totals of column 4 - Unpaid Balance and column 6 - Interest Expense, for Lines 301
306 as reported on lines 115 and 191 in Schedule A 

SCHEDULE E - BALANCE SHEET 

General: The balance sheet should be prepared from the books of the specific facility for which the cost 
report is f i l ed .  In other words, chain units should report only those balance sheet accounts that relate 
to :he particular facility for which the CORreport applies. Subject to the above, the balance sheet must 
be prepared in conformity with Generally Accepted Accounting Principles. Repon a.1 ownership claims 
that are customarily used by your particular type of entity A partial listing of these accounts by type of 
entity follows: 

instructions 
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individual Proprietor . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Owner'sCapital
Partnership . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .:... Partner'sCapitalAccounts 
Not-For-ProfitEntities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  FundBalance 
Corporation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Common Stock, additional Paid In 

Capital. Retained Earnings
Chain Unit - AI Chain Units . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Central orHome Office Account 
(regardless of type of ownership) 

NOTE: Besinning of period account balances shall be reported for providers allowed to submit projected 
cost reports 

tines 355, 356, 357,& 373 - I f  the amount reported exceeds $10,000.attach a schedule showing the 
details. 

SCHEDULE F - r e c o n c i l i a t i o n  OF BEGINNING 
AND ENDING RESIDUAL BALANCES 

General: This schedule explains the change in owner's equity-orthe fund balance fromthe beginning to 
the end of the cost reporting period. , 

Beginning Balance 

line 401 - Enter the beginning owner's equity or fund balance. This 1sthe total of Column 2 lines377479 
In the Balance Sheet, Schedule E. 

Increase to Owner's Equity or Fund Balance 

line 402 - Enter total revenue from Schedule G.Column 1. Line 449. 

tine 403 - Enter the total of cash or other assets transferred or contributed by the owners. 

tine 404 - Enter the total of cash or other assets transferred or contributedby the central office. 

line 405 - Enter the proceeds from the sale of common stock 

tine 406 & 407 - Enter and specify a l l  other transactions which increase the residual owner equityor fund 
balance accounts. 

Line 408 - Enter the total of tines 402407 

Decreases to Owner's Equity or Fund Balance 

tine 411 - Enter the total expenses per Schedule A. Column 2. Line 215. 

line 412 - Enter total of cash or other assets withdrawn by the owners but not reported In the Expense 
Statement, Schedule A 

tine 413 - Enter total cash or other assetswithdrawn by the central office 

tine 414 - Enter the total of duly declared dividends paid to stockholders. 
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,.. , line 415 - Enter the depreciation expense In excess of thestraightlinemethod unless reflected as a 
negative adjustment in schedule A, line 194, Column 3. 

tine 416 & 417 - Enter and spec:* all other transactionswhich decrease the residual owner equity or fund 
balance accounts. 

tine 418 - Enter the totals of tines 41 1417. 

Ending Balance 

line 419 - Enter t h e m  of adding lines 401 and 408 and subtractingline 418. The balance at the end of 
the period (line 410) should equal the total of Column 4. lines 377-379in the Balance Sheet 
Schedule E. 

SCHEDULE G - REVENUE STATEMENT 

Column 1 - enter therevenues from the general ledger accounts on the appropriate lines Revenues from 
.~ services not designated on this schedule must be identified and reported on lines 447 and 448. The 

amount of the total revenue entered on line 449, Column 1 must also be entered on line 402Beginning
and Ending Residual Balances Heconciliation. Schedule F. 

Column 2 - Enter the amount of the offsetto the appropriate expense accounts. Note the Following: The 
amount of the offset should be the cost of reimbursable expenses. Non-reimbursable items &e.,beauty
8 Barber. Vending) are offset at cost. 

Column 3 - enter theline number of the expense reported on the Expense statement Schedule 4against
which the offset has been made.Theamount of the offset must be entered in Column 3. Provider 
Adjustments. on the Expense Statement, schedule A 

tine 437 - Routine Nursing supplies sold to private pay residents. 

(1) 	There is no offset required for routine items covered under KAR 30-10-15a !hat are sold to private 
pay residents: and 

(2) None of the items covered under KAR 30-10-15acan be sold to Medicaid residents. 

tine 440 - Resident purchases/Non Routine Items Sold - Enter the total of a l l  reimbursements for personal
purchases not designated as routine items in KAR 30-10-1% 

tine 446 - Cay care/treatment Income - Enter total revenue from all sources for day care, day treatment 
and respite care programs. 

SCHEDULE H - STATEMENT OF RELATED ADULT CARE HOME INFORMATION 

General: All  Kansas facilities operated by common ownership or related parties shall be listed. Common 
ownership and related parties are defined in KAR 30-10-1a Additional schedules shall be attached as 
necessary. 
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SCHEDULE I - fixed ASSETS, DEPRECIATION 
A N D  a m o r t i z a t i o n  QUESTIONNAIRE 

General: Each question shall be answered completely and accurately 

tines 482489 - Complex Capital structures 

Attach a complete explanationof the ownership/management structureof the nursing facility 
Including ownerswith 5% or more interestin the propew and/or business, related partiesas 
defined in KAR 30-10-la, and all relevant contracts leasesand assignments. This information 
must be accurate and comprehensive emugh to present a true and dear account of the 
ownership and control of the adult care home. 

tine 491 - If the facility is leased. a copy of the original lease agreement and subsequent amendments 
and/or agreements shall be submitted and on file with the agency. A provider making payments under 
IndustrialRevenueBondswith a nominal purchase upon maturity Shall report the cost of ownershi2 
versus lease expense. 

line 494 - A new provider whichpurchases a facility shall submit a copyof the loan agreement(s). and any 
other pertinent information concerningthe transaction 

Line 495 - Submit a copy of the detailed depreciation schedule with the cost report. Each asset shall be 
l i s t ed  with the cost, date of purchase, life. salvage value. accumulated depreciation expense and current 
deprecation expense.depreciationmust be computed using the straight line method. I f  the 
provider has filed a detailed depreciation schedule with the agency, an annual submissionof addition and 
deletion schedules and a summary of depreciation expense is permissible. 

SCHEDULE J - EMPLOYEE TURN OVER REPORT 

Column 2 - Show the total number of employees at thebeginningof fie cos: reportperiod for each 
classification. 

Column 3 - Show the total number of employees hired during the cost report period for each classification 

Column 4 - Show the total number of employees who ended employment duringthe cost report period for 
each classification. 

Column 5 - Show the total number of employees at the endof the cost reportperiod for each salary 
classification 

Column 6 - From the total number of employees listed in column 5 ,  show how many are full-time and how 
many are part-time. 

The number of employees listed in column 2. plus the number of employees l i s t e d  In Column 3. less 
the number of employees reflected in Column 4. shouldequalColumn 5. please explainany
discrepancy. The W-2's are an excellent source of informationfor the calendar year end cost report. 
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I 

ATTENTION 

Please make sure that all required documents are submitted with the cost reports. review the list of 
questions following Schedule J In the Cost Repon 

declaration STATEMENT 

Declaration by Owner; Partner; or officer of the corporation city or County which Is the Provider: 
The cost report Is not considered complete unless signed by an Owner or authorized agent of the facility
and/or business and thepreparer If the facility/business Owner and thepreparer are the same 
individualplease sign bath spaces. Print the names of the owner/authorized agent and preparer in the 
space provided.PLEASE READ declaration STATEMENT. 

t 
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do NOT CROSS OUT OR RETITLE lines provider NUMBER 

do NOT i n c l u d e  MORETHAN o n e  a m o u n tPER line 

schedule A expense STATEMEN7 
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00NOT CROSSOUT OR retitle l i n e s  providerNUMBER 

00NOT include MORETHAN ONE AMCUM PER line 

SCHEDULE A expense STATEMENT 

plant OPEHATING 
COST center 

maintenance & repairs 

S M A L L  equipment 

(SEIinstruct ions)  

130 I 
131 

TOTAL PLANT 
operating 
COST CENTER 
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DO NOT CROSS OUT OR retitle l i n e s  provider NUMBER 

DO NOT i n c l u d e  MORE THAN ONE amount PER line 

. .  . .  

. . . . .  . . . .  

_..-. 

I schedulea 
I--

ROOM & BOARD 
cost CENTER 

EMPLOYEEbenefits 

DIETARY: 

dietary CONSULTANT 

supplies 


L 


LINEN & bedding 

material 

supplies 

OTHER (PEASE specify) 

HOUSEKEEPING: 

salaries 

, SUPPLES 

OTHER ( P E A S E  specify) 

TOTAL ROOM 81BOARD 
COST CENTER -

page 4 of 16 
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.-. . 2  DO NOT cross OUT OR retitlelines providerNUMBER 1 

00 NOT INCLUDE MORE THAN ONE a m o u n t  line I
p e r  

. .  schedule A EXPENSE statement 

1 

page 5 of :a 
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TOTAL- HEALTHCARE 
COST CENTER I 189 I I I I 

I t 
TOTAL- RATE 
FORMULA COSTS 

.. 

I 
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ATTACH A d e t a i l e d  d e p r e c i a t i o n  schedule AND THEdetailedWORKING T R I A L  BALANCE USED TO 
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e x p e n s e s  o nbooks o r  f e d e r a lTAX E T  NOT on COST REPORT 

SCHEDULEc STATEMENT OF owners AND REA= p a r t i e s  

I 


I ! 

I 
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S A T E M E K T  RELATED t o  INEREST 
prov ider  NUMBER I


I 

schedule D ON ALL BONDS,LOANS, AND MORTGAGES PAYABLE ~ 

ITEMS FINANCE2 	 Reponed on: 

line 1150 Line 191 


TOTAL OF column 6 MUST AGE with THE SUM OF LINES 115L 191. ENTRIES IN COLUMN 4 MUST A C R E  WITH M E  BALANCE SHE=. 
ATTACH A COPY OF LOAN AGREEMENTSAN0 AMORTIZATIONSCHEDULESFOR ALL LOANS OF $5,000 OR MORE IF NOT already 

s u b m i t t e d  
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30-10-17 ( 3 3 )  MS-20041 provider number 1 

SCHEDULEE BALANCE SHEET 
I 

- BALANCE SHEET shall reflectTHEASS=, liabilityAN0 RESIDUAL ACCOUNT5 OF THISf a c i l i t y  ONLY 

. .  BEGINNING OF PERIOD EN0 OF PER100 

ASSETS LN# (11 (2) 0) (4) 

CASH 3511 
.,A . 

ACCOUNTS receivable I 3c:l I , - '.:..:- .  
- , 

. - _. - . 
. .. .  . . .  



KANSAS MEDICAID STATE PLAN Attachrent 4.19D 
'.: Part I 
exhibit A-5 

* Page 34 

30-10-17 ( 3 4 )  MS-2004

Iprovider number 

L 

INCREASES: 

1 

I 4 1 4 1  
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p r o v i d e r  NUMBER 

SCHEDULE H statement OF relatedadult CARE HOME information 

do OF THE owners RELATED PARTIES or EMPLOYEES have interest DIRECTLY OR i n d i r e c t l y  IN ANY OTHER a d u l t  

careHOME facility LC-- inkansas (except) minor s t o c k  o w n e r s h i pAS A PASSIVE INVESTMENT IN UNRELATED 

p u b l i c l y held c o r p o r a t i o n  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  yes U N O  


IFYOURanswer IS NO. DO NOT complete THE ZEST of THIS schedule am goTO schedule L 

IF y o u r  answer IS YES. list BELOW All.ADULT careHOME facilities LOCATED IN KANSAS IN WHICH AN interestexists OR 

THAT ARE under common control OR OWNERSHIP. attach schedule IFnecessary 


(3) describe r e l a t i o n s h i p  
(1) r e l a t e d  provider’sname (2)medicaid provider Iownership/management/directors 

465 I 

470 I I I 

471 I 
472 I 

I 
s 474 

I 476 

4 7  

478 

I
j 479 

I 
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- SCHEDULE I FIXED ASSET. DEPRECIATION & amortization questionnaire 

d o e s  7-112provider ' S A S E  or rentANY PAST OF THE physical f a c i l i t y  -OM ANY other 
@ YES 0 NOI entity?............................................................................ 

4:1 IF YES. do ANY owners of THE physical f a c i l i t y  HAMAN interest d i r e c t l y  OR 
i n d i r e c t l y  IN :'E p r o v i d e r  ...................................................... 0 YES 0 NO 

i IF YES. PROVIDE THE o w n e r s h i p  INFORMATON requested BELOW. IF NO, GO TO OWESTON 493. 

%OF
1 NAME OF owners o f  physical facility 
1 
o w n e r s h i p  

I d e s c r i b e  NATURE OF r e l a t i o n s h i p  with p r o v i d e r  
IF NONE. WRITE “none”

4 I I 
486 

II I I 
. _ .. .  . 4 8 7 1  I I. . .  . . .  . . . .  . . .  , .. . . .  

~ - 1  I I 
a 9  I I 
IF THE owners ARE other than i n d i v i d u a l s  readAND follow THE i n s t r u c t i o n s  carefullyc o n c e r n i n g  requirements FOR 
c o m p l e x  capital structures 

HAMc o p i e s  ofALL EASE a g r e e m e n t s  (INCLUDING amendments) B E N  SUBMITE3 w i t h  
A previous COST report? .......................................................... 

49 ' does THE EASE c o n t a i n  an option TO p u r c h a s e  ;HE leased p r o p e r t y ?  .............- 0 YES 0 NO 
4% , IS TI+� physicalfacility owned by THE provider? ................................... YES NO 

IFOWNED.WAS THE purchaseAN arms l e n g t h  t r a n s a c t i o n  ....................... YES NO 
494 (ATTACH A STATEMENT o u t l i n i n g  DEALS of THE PURCHASE) 

WAS THE straight W E  depreciation method USED?.................................. YES NO 
IF no HAVE you recalculated THE d e p r e c i a t i o n  u s i n g  THE s t r a i g h t  l i n emethod AN0 
MAE� THE a p p r o p r i a t e  adjustments to THE d e p r e c i a t i o n  expense reported ON THE 
expensestatementstatement ............................................................ YES NO 

d i d  y o u  a t t a c hA ,"CAE3 d e p r e c i a t i o n  schedule& w o r k i n g  trialb a l a n c e  TO THIS 
c o s t  r e p o r t ?  YES NO 

491 I IF NO, SUBMIT c o p i e s  OF documents N O T  p r e v i o u s l y  submitted 
~~~ ~ ~~~~ 

YES NO 

~~ ~~ ~ ~~~~ 

1 

...................................................................... 
IF NO. submit copies OF document NOW 

page 14 01 16 , , 
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SCHEDULE J 

ln# SALARY classification 

497 a d m i n i s t r a t o r  

498 I CO-ADMINIStrator 

499 1 o t h e r  administrative 
%XI p l a n to p e r a t i n g  

501 dietary 

502 1 l a u n d r y  

- . . .  103 h o u s e k e e p i n g  

.. . 504 registered nurses 
505 LPN 

506 I LICENSED M/H TECH 


507 NOES 


108 I physicaltherapist 


509 I s p e e c ht h e r a p i s t  


510 I o c c u p a t i o n a lt h e r a p i s t  


51 1 respiratory t h e r a p i s t  


512 I p s y c h  therapist 


513 1 r e c r e a t i o n 
t h e r a p i s t  

514 I RE-'resident activity 

515 I s o c i a lw o r k e r  

516 1 MEDICALRE'̂cords 

517 1 OTHERHEALTHME 

TOTAL 
518 all c l a s s i f i c a t i o n  

A 


EMPLOYEE t u r n o v e r  REPORT 

(3 (3) (4)

BEGINNING # employees EMPLOYEES 
OF EMPLOYEES HIRED TERMINATED 

I I 
I 
I 
I 
I 

I 	 I 
I 
I 

I 
I. 

I 

I 

I 

I I
I 	 I 

I 
I 
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I provider NUMBER I
I 

(5)  (8)
ENDING * HOW MANY FROM (5) ARE: 

OF EMPLOYEES full-time PART-TIME 

I I I 
I I 

I I I 

I I 

I I 
I I I 
I I 
I 
I I 

I 1 
I I J 

I 

: O M P E E  THE c o s t  reportACCORDING TO THE i n s t r u c t i o n s  AND a t t a c h  REQUIRED documents 
I .  HAS THE report SIGNEDBY THE owner/authorizedAGENT and ME preparer? 

z ARE ALL COST reports SCHEDULEScomplete? 

3. ARE TWO (2) c o p i e s  OFTHE c o m p l e t e d  c o s tW O R T  AND ONE COW OF WEAU-3902 (CENSUS sheet) BUNG s u b m i t t e d ?  

4. ARE THE f o l l o w i n g  d o c u m e n t s  A T A C H E 9TO THE COST REPORT. IF applicable? 

(a) TRIAL b a l a n c e  USED TO prepareTHE COST W O R T  

(b) d e p r e c i a t i o n  s c h e d u l e  

(e) CENTRAL o f f i c e  COSTS AND ALLOCATION SCHEDULES 

(d) LOAN agreements AND amortization SCHEDULES (FOR LOANS OF $5,000 AN0 M O W  

(e) CURRENT management CONSULTANTAGREEMEW 

(0 CENSUS sheets (AU-3902) 

(0) LE.OF W E CHARGE SCHEDULES 

(h) SCHEDULE OF LOANSFROMofficers OWNERS and RELATED PARTIES FOR 


LOANS IN EXCESS OF $10,000 

a

0 

0

0 

U 



